live births among women whose MHCI score was zero to 50 per 1,000 live births among those with complete MHCI score. CONCLUSION: Infant death was least experienced among women who had complete MHCI. If women optimize utilization of health facility during pregnancy and delivery, infant deaths will reduce in Nigeria.
INTRODUCTION
Mortality rate at infancy is the number of deaths per 1,000 yearly live births. Infant mortality rate is central to the measurement of child health and well-being in any population. Worldwide, there has been important progress in infant mortality reduction (1) . In 1990 and 2012, 12.6 and 6.6 million under-five children died respectively (1) . Consistent reduction in infant mortality rate has been observed in Nigeria in the past few decades. Infant mortality reduced from 87.2 in 1990 to 69 per 1,000 live births in 2013, while under-five mortality reduced from 192.4 to 128 per 1,000 live births over the same period (2,3). Thus, mortality at infancy is approximately half of all deaths among under-five children (2,3). In spite of this achievement, Nigeria was unable to achieve the Millennium Development Goal (MDG) target of a two-thirds reduction in 1990 childhood mortality levels in year 2015. Nigeria, the most populous black nation where physical barriers constitute challenge to accessing care within the health system is still among nations having the highest infant mortality worldwide (4, 5, 6) .
Prior to Alma Ata international conference, governments in some developing countries observed that investments in health and the availability of health technologies and health care services were not causing significant impacts on population health (7) . The National Health Policy was formulated in 1986 and adopted in 1988. The national health system management was based on the framework designed to establish a comprehensive health care system and address imbalance in health service distribution plus inequality in resource allocation. The policy was revised in 2004 (8) , but the implementation of the revision faced some challenges. The Nigerian Government has made frantic efforts to revitalize health care system. Yet, the services are poor in terms of accessibility, affordability and acceptability. The health services indicators are still considered to be worse particularly those related to maternal and child health.
Studies have revealed less utilization of health facilities among pregnant women as an important determinant of infant mortality (4, 9) . For instance, some pregnant women in Nigeria do not go for antenatal care, and as a result may not access other cares like tetanus toxoid injection and birth attendance from qualified health professionals (2). Antenatal care of at least four visits ensures best maternal and child health outcomes. The advantages of antenatal care particularly when provided by a skilled health worker includes early detection of complications and timely treatment, disease prevention through immunisation and micronutrient supplementation, birth preparedness and counselling for pregnant women (10, 11) . Also, neonatal tetanus has been found to be among the leading causes of neonatal deaths in developing countries (12) . Tetanus toxoid injections are given to pregnant women to avert infant mortality associated with neonatal tetanus which often results when sterile procedures are violated after delivery (13) . It is recommended that a woman takes two doses of tetanus toxoid injection during pregnancy for full protection. Nevertheless, if she was vaccinated before becoming pregnant, she may require one or no tetanus toxoid injections during her pregnancy depending on the number of injections she had received in the past and the timing of the last injection (14, 15) . Furthermore, births delivered in health facilities are an important factor in reducing mortality arising from pregnancy complications (16) . The belief is that if a complication arises during delivery, a skilled health worker can manage it or refers the mother to the appropriate health facility. In addition, the skills and performance of the attendant during delivery is an indication of whether complications are managed correctly under good hygienic practices. While the proportion of births attended by a skilled health worker has increased globally, fewer than 50% of births are attended to by skilled health worker in the African Region (17) .
Studies that critically analysed the determinants of infant mortality have found a number of antenatal visits, antenatal attendance, tetanus injection during pregnancy, place of delivery and birth attendance as significant factors in the midst of other variables (18, 19) . Most of the studies in this area, however, have not gone beyond this stage. Examining the independent relationship between each of these variables and infant mortality may be limited in terms of policy formulation. For example, if a pregnant woman claimed that she has attended antenatal services for the required number of visits recommended by WHO but did not seek care from skilled health professional during the visits or fails to deliver at modern health facility, her health and that of her unborn child may be at risk. The wide-ranging nature of these factors and their interrelatedness require addressing them in an integrated manner to augment infant survival chances. We therefore opine that if the five indices of maternal health care services are combined by scoring each index to produce an aggregate score for individual woman. A score less than specific value can be used to identify whether she is at higher risk of infant mortality or not.
The socio-demographic factors influencing infant death are well established in the literature (20, 21, 22, 23, 24, 25) . The infant mortality rate is also a result of ample variety of health and environmental factors such as the child and maternal nutritional status, maternal health knowledge, level of immunization against childhood diseases, income and dietary intake during pregnancy, accessibility to portable water and basic sanitation, etc (26, 27 (28) . However, it is known that infant mortality risks associated with these factors can be reduced if pregnant women utilize modern health facility adequately (28) . We therefore aimed to study the association between infant mortality and maternal health care access index in Nigeria.
METHODS

Study area:
Nigeria is the African most populous country. The 2013 projected population for Nigeria was 173.6 million (5).
Data collection procedures:
We used the 2013 Nigeria Demographic and Health Survey dataset. A three-stage cluster design was used primarily for the data collection. In the original sample, 31,482 women of childbearing age who had live births of 5 years prior to the survey were interviewed. However, the current study focused on women who had complete information on infant survival status, antenatal visit, antenatal attendance, tetanus injection during pregnancy, place of delivery and birth attendance. Among such women, those who gave birth to twins were further excluded from the analysis. Setting these inclusion and exclusion criteria reduced the number of women in the sample for this study to 12,511.
Description of variables:
The dependent variable was survival status of infant children (alive=0 or dead=1) and the principal independent variable was Maternal Health Care Services Access Index (MHCI). The MHCI was generated using variables including antenatal visit, antenatal attendance, tetanus injection during pregnancy, place of delivery and birth attendance. Scores were assigned to the responses of individual woman to each of the questions regarding number of antenatal visits (None=0, 1-3=1, ≥4=2), antenatal attendance (None=0, traditional birth attendance=1, unskilled health workers=2, skilled professionals=3), required number of tetanus injection during pregnancy (No=0, Yes=1), place of delivery (Home=0, Others=1, modern health facility=2), and birth attendance (None=0, traditional birth attendance=1, unskilled health workers=2, Skilled professionals=3), thus, producing maximum overall score of 11 and 0 as the minimum. Thereafter, the overall total score x for an eligible respondent was disaggregated into five categories as:
Other independent variables are: demographic;
(age, marital status, birth order, preceding birth interval, children ever born, marital status and sex of the child), socioeconomic (wealth index, education, ethnicity, religion, region, work status, place of work, place of residence and husband's education), environmental and health related factors (sources of drinking water, toilet facility, cooking fuel and size of the child at birth).
Method of analysis:
Data were analyzed using SPSS version 21. The data were weighted before use to ensure representativeness since cluster design approach was used. At the first stage of the analysis, Chi-square model was used to establish an association between "infant survival status and independent variables as mentioned above. Thereafter, statistically significant variables (α=5%) were entered into Cox proportional hazard model to determine the strength of the associations between the dependent and independent variables. To conduct this examination, we used five different models as expressed by equations 1-5. Model 1 involved singular use of MHCI; Model 2 included only demographic variables and MHCI; Model 3 incorporated only socioeconomic variables and MHCI, Model 4 included environmental/health related variables and MHCI only, and Model 5 included all variables found to be significantly associated with the dependent variable during bivariate analyses as control to examine their influence on the relationship between infant survival and MHCI. This model was also used to identify the key predictors of infant survival in Nigeria.
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The equation below expresses the relationship between the dependent and independent variables with an assumption that the time to event and the covariates are related.
Where; h i (t) is the hazard rate for the case i of experienced infant mortality at time t; h 0 (t) is the baseline hazard at time t; β j is the value of the j th regression coefficient; x ij is the value of the i th case of the j th covariate The data were further analyzed using indirect method to ascertain the influence of MHCI on infant mortality as a result of possible errors in data on reported death. The method was developed by William Brass and further modified by Coale and Trussel (29) . Description of the technique: Brass et al., 1968 showed that the probability of dying between birth and exact age (a) can be estimated as where D(x) is the proportion of children dead to women in each age group is an age-specific factor and k(x) referred to as a multiplier and is estimated using the expression:
In this approach, the proportion of children dead to women in age groups 15-20, 20-25, 25-30,. .., 45-50 were used to calculate childhood mortality at exact ages (q(x)); 1, 2, 3, 5, 10, 15 and 20. Through mathematical simulations, regression equations were developed which relate the multipliers k(x) to indices of the fertility schedule (United Nations, 1983). Other set of simulations were used to estimate the time reference to which the q(x) values refer.
Due to some limitations in the estimates produced by this method, we further adjusted the childhood mortality using Brass 1-parameter model where β=1. The procedure involved the use of logit equation:
This was transformed to Brass relational system of life tables; often written as . The logit relational system was used to smooth the estimated values of l(x) (survival probability) against the values from the model life- Ethical consideration: Approval was obtained from Nigerian National Ethics Committee (RNEC) before the commencement of the survey. Informed consent was also sought and approved by the study subjects during data collection. The confidentiality of the respondents was also assured.
RESULTS
The data as shown in Table 1 indicate that the percentage of women who experienced infant deaths was 4.3%. Women in the rural areas (4.7%) experienced higher infant deaths than their counterparts in urban areas (3.4%). Women at the two extreme age groups, i.e. 15-24(4.5%) and 35-49(5.5%) had experienced infant deaths higher than those in age groups 25-29 and 35-49 years.
Children who were first-born (4.9%) and those who were born as the ≥6 th child (5.8%) experienced higher infant deaths than those of birth order 2-3 and 4-5. The preceding birth interval was also found to be significantly associated with infant deaths with children born 7-23 months after the previous experienced the highest infant deaths (4.7%) than any other longer birth intervals. The data further show that of women who experienced infant deaths were the highest among women who had given birth to at least 5 children (5.1%) prior the survey. There was no significant association between of women who experienced infant deaths and sex of the child. The data show that, in most cases, the mean MHCI was higher where the percentage of women who experienced infant death was lower. For instance, the mean MHCI was 6.05±4.2 and higher among urban women 8.72±3.3 than rural 4.75±3.9 (p<0.001).
In Table 1 , infant death was mostly experienced by women in the poorest wealth quintile (5.1%) and least experienced by those in the richest wealth quintile (2.8%). A reverse pattern was observed for the mean MHCI across the wealth quintiles where the highest mean MHCI score was observed among women in the richest (9.99±2.1) and least by their counterparts in the poorest (2.60±2.9) wealth quintile. In table 2, the data depict that 4.0% and 4.7% of women who obtain drinking water from improved and unimproved sources had experienced infant deaths respectively. A similar pattern was observed among the women in terms of use of toilet facility and type of cooking fuel. For example, women who use clean fuel (3.3%) experienced lower infant deaths than those who use biomas (5.5%) (p<0.001). The percentage of women who reported infant deaths was highest among women whose children were of small size at birth (6.3%). Also, the proportion of women who experienced infant deaths reduces consistently with increasing level of MHCI. The percentage ranges from 3.4% among women with complete score of MHCI to 5.1% among women with zero MHCI (p<0.001). In Figure 1 , the data show that women who experienced infant deaths had lower percentage of MHCI for scores 7, 9, 10 and 11 than those whose infant children were alive at the time of the survey. This is an indication that women who lost their children at infancy accessed maternal health services less than those who did not lose their children. There was a significant difference between the Mean MHCI (6.08±4.2) of women whose infant children were alive and those who lost their infant children (5.41±4.1) (p<0.001).
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Figure 1: Percentage distribution of MHCI score
Multivariate results: In table 3, the data show that the hazard of infant mortality were 1.497 (p<0.05) and 1.466 (p<0.01) higher among women with none and low MHCI respectively than those with complete MHCI (Model 1). A similar pattern but with reduction in hazard ratio of infant mortality was observed among the levels of MHCI when demographic and health related factors were independently used as control (Model 2 and Model 4). However, when socio-demographic, environmental and health related variables were jointly included in the regression equation, the hazard ratio of infant mortality was not significant related to MHCI (Model 5).
The identified predictors of infant mortality are birth order, preceding birth interval, children ever born, husband's/partner's educational level and infant size at birth. The hazard of infant mortality was found to be significantly higher among infants of women who were of sixth birth order than those with first birth. The hazard of infant death was 1.532 (p<0.01) times higher among children who were small in size at birth than those who were larger than average size at birth. , the refined childhood mortality probability estimate increases as the age of the child increases. For instance, among the group of women who had no MHCI, the refined childhood mortality probability increases from 0.1102 among infants to 0.2008 among young adults.
The data further show that infant mortality probability increases considerably as the level of MHCI increases. For instance, the probability of dying at exact age 1 year was highest among women whose MHCI was zero (0.1102) and least among women whose MHCI was complete (0.0482).
The estimated infant mortality rates which were obtained from the smoothed childhood mortality probabilities 4 are displayed in table in figure 2 . The data show that infant mortality rate reduces from 119 per 1,000 live births among women whose MHCI score was zero to 50 per 1,000 live births among those with complete MHCI score.
DISCUSSION
Access to good health care during pregnancy is essential for mothers' health and development of her unborn child (10, 31) . In some instances, healthy behaviours after delivery and parenting skills are acquired during pregnancy (31) . Accessing formal health system during pregnancy increases the chance of using skilled attendant at birth and this may contribute to good health of a child in the first year of life (10) . While studies have shed some light on how infant mortality has been affected by access to maternal health care services (32, 33) , most are poorly documented and none has combined as an entity antenatal visit, antenatal attendance, tetanus injection during pregnancy, place of delivery and birth attendance as provided in the current study.
The proportion of women who experienced infant deaths was 4.3% and was lowest among children of mothers with maximum MHCI score. Also, across different categories of women, infant death was found to be lower where mean MHCI was higher. The direction of prevalence of infant death found in this study is consistent with the literature on the association between maternal health care services access and infant survival (34) . Our findings emphasize the need for women to score at least 9 points out of 11 maximum score for access to health care services during pregnancy and child birth.
The results of the multivariate analysis presented in this article show that when all the five indicators of MHCI (antenatal visit, antenatal attendance, tetanus injection during pregnancy, place of delivery and birth attendance) were piecewise introduced into the Cox regression equation. None was significantly related to infant survival status. However, the composite index of these indices was found to be significantly related to infant survival status. The likelihood of infant death was higher among women with none and low MHCI than those with high and complete MHCI. This pattern was sustained when potential confounding socio-economic factors were used as control. However, including environmental and health related variables into the model reduced the strength of the relationship between MHCI and infant death. This finding is an indication that the degree of risk of infant death associated with MHCI may be strengthened if environmental and health related factors are compromised. The indirect approach utilized in this study corroborated the inverse relationship between MHCI and infant death. The infant mortality probability reduces noticeably as the level of MHCI increases. This pattern was also found for the estimated infant mortality rates where the rate was 119 per 1000 live births among women with none MHCI score compared to 50 per 1000 live births for those who had complete MHCI score.
In this study, the variables found to be predictors of infant mortality are birth order, preceding birth interval, children ever born, husband's/partner's educational level and size at birth. The patterns of relationship with infant mortality exhibited by these variables are similar to the observed patterns in previous studies conducted in sub-Saharan Africa and other settings (22, 35, 36) . For instance, our study shows that infant mortality rates and odds were found as having a U-shaped relationship with birth order with first and higher-order births experiencing higher risk of death than middle-order births. This pattern is consistent with the findings of Choe and colleagues' (37) and Bitte's (38) study. Furthermore, higher infant mortality occurred among children whose fathers had lower education Ethiop J Health Sci.
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The data used in this study is secondary. Therefore, we cannot completely rule out the limitation of such data while interpreting this study's findings. In this study, information were sought from women on the survival status of their children; some dead children might not have been reported.
In Nigeria, there was a reduction in the level of infant death and probability of dying as the level of MHCI increases. If women optimize the use of health facility during pregnancy and child delivery, IM rate will reduce in Nigeria. The necessary intervention should involve the provision of packages of essential primary health care services for children across a variety of care that spans pregnancy, childbirth and after delivery, leading to care for children in the first one year of life. Health programs that monitor women during pregnancy and delivery would enhance the survival of children at infancy in Nigeria.
